Health-care costs are a major financial burden for the transition economies, which have experienced rapidly increasing demand for health-care services. The former communist countries of the Central and Eastern Europe and Central Asia needed to reform the financing of their health-care systems and make efforts to strengthen the role of primary care while limiting the role of hospital care. The growing health needs and, consequently, costs resulted in the increased attention paid to the performance of health systems. The aim of this chapter is to determine the efficiency of health systems in post-communist countries. The data envelopment analysis method was used. The effective health systems were identified and recommendations for the inefficient countries were formulated.
Introduction
At the turn of the twentieth and twenty-first centuries, both insurance-and provision-based health systems underwent profound changes. Rising health-care costs became a current economic, social and political problem. During this period, the post-communist countries transformed their economies from command to market systems. Also, the health systems were transformed from the Semashko model to insurance model. All countries regardless of their level of economic development endeavour to improve the quality and accessibility of health services, which requires objective and reliable assessment of the functioning of their health systems. Both policymakers and society expect the best possible outputs of the health systems, due to the relatively large expenditures allocated for their functioning [1] .
Financing of health care in post-communist countries
The post-communist countries of Central and Eastern Europe and Central Asia (CEECA) transformed their economies, which included the transformation of health-care systems from the Semashko model to insurance (social health insurance, SHI) or budget (national health service, NHS) approach. Therefore, it seems necessary to measure the effectiveness of the introduced changes and assess the outcomes of health care.
The health-care system in the centralized economy of the Soviet Union was plagued by chronic underfunding, antiquated and deteriorating facilities, inadequate supplies and outmoded equipment, poor morale and no incentives for health-care workers to boost the productivity, as well as consumer dissatisfaction. Health statistics reveal poor life expectancy and high mortality rates, with striking disparities among the individual republics [5] .
The post-communist economies are catching up with most developed countries, but the gap in economic development remains very significant and is especially evident in the level of gross domestic product per capita and its derivatives, e.g. health-care spending per capita. The differences are also visible in the achieved health outcomes.
Health-care systems are usually funded from sources such as taxes, public and private health insurance contributions or patients' out-of-pocket payments [6] .
The percentage of health-care financing from public funds is used as an indicator enabling the assessment of the role of the state in this area. The strong role of the state, reflected by a high level of funding from the public budget, points to the elimination of inequalities in access to medical services. On the other hand, the percentage of out-of-pocket patient payments or private insurance allows for the assessment of the financial burden imposed on households in the event of necessity to use health services [7] . The high level of out-of-pocket expenses increases the difficulty of obtaining medical assistance for people with lower incomes and lower health status [8] . The countries with a low share of public expenditure should aim at reducing the level of out-of-pocket payments in favour of prepaid private insurance. This way, the public could finance health services in a more predictable manner, without facing the problematic, sudden necessity to find the funds to pay for treatment in case of an unforeseen illness. The large share of out-of-pocket payments in the case of the poorer social groups exacerbates the risk of the so-called catastrophic expenditure, leading to impoverishment or abandonment of often necessary medical services. Moving away from the out-of-pocket patients' payments towards prepaid private insurance reduces the possibility of a financial catastrophe [9] [10] [11] .
Classifying health systems in post-communist countries according to their financial agents indicates that in the Central Europe (CE) health care is financed mainly by health insurance contributions and in Eastern Europe and Central Asia (EECA) mainly from taxes and out-ofpocket payments of households. The average share of total public expenditure in the analysed countries of Central and Eastern Europe and Central Asia amounted to 58.8% in the analysed years. In 2013, the average share of public expenditure in the CE countries amounted to 66.0%, and in the EECA countries, it was equal to 43.5%. The share of funding from government social health insurance in general averaged 63.2% and increased by 5.8 percentage points (p.p.) over the period of 14 years. In the CE countries, it averaged 73.8%, and in the EECA countries, the average amounted to 29.7%. In contrast, only in the former Soviet Union, where the budget system prevails, SHI amounted to 36.3%. In most analysed countries, the share of private and out-of-pocket funding is high. The average share of private expenditure in total expenditure on health amounted to 41.2%-in the case of the CE countries, it amounted to 34.0%, and in the case of the EECA countries, it was equal to 56.5%. The share of out-of-pocket expenditure in private spending averaged 88.6%, while in the case of the CE countries, it was lower by 1.3 p.p., and in the EECA countries, it was higher by 4.2 p.p. In most post-communist countries, even those where public funding is very low, citizens do not show interest in additional health insurance. In 2013, private prepaid plans accounted for 6% of expenditure on average: 6.9% in the CE countries and 4% in the EECA countries. In the Central Europe, almost 50% of the Slovenian, 40% of Croatian, 7% of Hungarian and 4% Latvian population have prepaid private insurance. In the Eastern Europe and Central Asia, prepaid health insurance was used by 12% of Georgian, 6% of Armenian and Uzbek as well as 4% of Russian population.
The insurance type of health system is not the classic Bismarck model but its modification. The noticeable majority of Central Europe and Balkan peninsula adopted only the method of funding (health insurance contributions), while the organization and governance of health care are organized differently in each of the countries. The health systems in which there are several third-party payers operate in Czech Republic, Lithuania and Slovakia. Most mechanisms of the Bismarck model were introduced in the health-care system of the Czech Republic and Slovakia. The payers in the system are sickness funds, which conclude contracts with service providers. The patients are free to choose the insurance company, and the largest insurer in each of the countries has over 60% market share. In both countries, there are mechanisms of pooling and (re)allocation of contributions ex ante referred to as risk adjustment of contributions. Only in the Czech system, there is a mechanism to retrospective risk sharing [12] . In Lithuania, there are sickness funds, but their membership is territorial. There is no competition between insurers nor any mechanism of risk adjustment of contributions. On the other hand, health-care insurance systems with a single payer prevail in Albania, Bosnia and Herzegovina, Bulgaria, Estonia, Hungary, Macedonia, Moldova, Montenegro, Poland, Romania, Serbia and Slovenia. In the post-Soviet countries of Eastern Europe and Central Asia, centrally planned health systems with less public funding than in the countries of Central Europe prevail-the examples include Azerbaijan, Georgia and Tajikistan. The tendency of the public to purchase prepaid private insurance is not significant, which makes it difficult to access to health care due to lack of financial resources in households. In Kyrgyzstan and Russia, mandatory health insurance was introduced; however, these are supply systems financed from the budget, as in other countries not listed above.
Kyrgyzstan is the only example of a Central Asian country where the introduction of a health insurance system was successful. SHI is a system complementary in relation to budget financing and supplements public funding. In the analysed period, the share of public funds from health insurance increased. At the same time, a successful reform the health infrastructure was implemented-some facilities were closed, but the overall access to health care for all citizens was improved [13] . Despite the introduction of SHI in the Russian Federation and the initial successes, the reform of health-care financing eventually failed. In the 2000-2013 period, the share of public expenditure in the total expenditure on health care decreased-the fall included the funds from SHI.
It should also be noted that in all the post-communist countries, there were high informal payments and in-kind gifts from patients as compensation for the health-care workers' treatment efforts [14] . They were more prevalent in hospitals than in outpatient care. It is estimated that in some countries, they constitute up to 10-15% of private expenditure. Such payments and gifts are due to the lack of determination of a state-funded benefit package (in Armenia and Georgia) or the fact that the benefit package is very extensive but chronically underfunded (such as in Azerbaijan, the Russian Federation, Tajikistan and Ukraine) [15] . This practice has been limited but not eliminated, since the obvious reason for its occurrence is the relatively low salaries of health-care workers, often paid late. In some countries, the informal compensation is replaced by formal charges for health services.
Research on the efficiency of health-care systems
Measuring the efficiency of health-care systems is not an easy task, and the main difficulty is the correct measurement of the outcomes of the system operation. The most frequently used approach is based on the measurable indirect indicators of services, which by definition have a fundamental effect on the health of the population. The outcomes of the health-care system can be defined as the change in the state population health that can be attributed to health-care spending, e.g. life expectancy, infant mortality, inequality in access, incidence of certain diseases, etc. [1] . Although there may be some controversy as to the suitability of some of these variables as important outcomes of health care, most of the analyses conducted on the level of systems use life expectancy and infant mortality to assess the performance of health systems (e.g. Refs. [3, [16] [17] [18] [19] ). Infant mortality is not a dramatic problem in the developed countries. However, even among members of the Organisation for Economic Co-operation and Development (OECD), such as Mexico, Chile or Turkey, or in former Soviet republics such as Tajikistan, Turkmenistan or Uzbekistan, this indicator is still high. It is much easier to define the inputs, which, when used properly, determine the overall efficiency. Usually the resource approach is used, based on quantifiable inputs such as the number of physicians or available infrastructure (e.g. number of beds, diagnostic equipment, financial resources, etc.). It is also a common practice to base models on variables indirectly reflecting outputs and inputs, proxies, which is a consequence of the limited availability of relevant data [20] .
Given the purpose of this chapter, the review of the literature focuses on the studies of the effectiveness of health systems conducted in the world, treating expenditure and its structure as input and using the DEA method.
The share of public spending in total health-care expenditure was included as one of the inputs in the study of differences in physicians' effectiveness of improving public health in OECD countries [21] . In addition, the analysis takes into account the number of physicians, the level of GDP per capita, the level of education of the society as well as environmental variables: the consumption of alcohol and smoking. The results were based on the life expectancy at birth and at 65 years of age and the number of years of life lost due to heart diseases (for men and women separately) and infant mortality. These variables are commonly used as the outcomes of health-care systems.
The analysis carried out for the 165 countries for which data were available in the WHO database shows that the share of public health-care spending and the size of health-care spending in public budgets are two factors positively related to the functioning of health-care systems [1] . A modified DEA model was used, allowing for the introduction of weight restrictions, which increases the discriminatory strength of the method. Two kinds of input, the total expenditure on health per capita and the expected length of education (as an environmental factor), as well as two outputs-good-health life expectancy and the number of years lost due to disability or premature death-were taken into account. The level of public financing reached 64% in the most effective countries from the sample, whereas in the least efficient ones, the public funding did not exceed 50%. It can be said that in the countries whose governments show commitment to the development and financing of health-care systems, the available resources are used more effectively while allowing for achieving adequate health outcomes.
A similar approach to creating models of technical effectiveness of health-care systems can be found in other publications. In the case of OECD countries, a study of the effectiveness of health-care resources usage, measured by such parameters as the number of physicians, the number of beds per 1000 inhabitants, the number of units of magnetic resonance imaging (MRI) per million inhabitants or health-care spending as the percentage of GDP, was conducted [16] . The authors adopted infant mortality rate and life expectancy at birth as the results of such inputs. The extended analyses also take into account the social and environmental factors, such as the Gini coefficient, school expectancy or tobacco consumption. Two models were built separately for each outcome. Two countries, Iceland and Luxembourg, were eliminated from the analysis due to missing data. An interesting observation is that among the fully efficient countries, such as Sweden, Norway and Japan, there are also those with weak health outcomes, such as Turkey and Mexico. This is due to the fact that the poor performance of these countries is related to their low consumption of resources. This shows that at every level of the achieved health outcomes, a country may be technically efficient or inefficient as regards the use of its resources.
It is emphasized that the maximization of health system outcomes requires a good understanding of the factors included in the health production function. Such an analysis can help the decision makers to understand the conditions for a more efficient operation of health-care systems better. In their study [19] , they used output-oriented BCC and super efficiency models, both with variable returns to scale. As outcomes, the infant mortality rate (IMR) and life expectancy at birth were adopted. As inputs, the number of doctors per 1000 inhabitants, the number of hospital beds per 1000 inhabitants, health expenditure per capita, GDP per capita and consumption of fruit and vegetables per capita were adopted. Two models were built, with different inputs in order to achieve different objectives of the study, i.e. to differentiate the production function, which is mainly based on the expenditure deemed discretionary, that is possible to be controlled by the health system, and the production function, which includes the inputs that are non-discretionary, that is outside of the possibility of control by the health-care system. The authors also conducted a regression analysis of the results of measurements of the efficiency, using such explanatory variables as, fat intake as a proxy for the style of life of residents and their behaviours and the unemployment rates and the Gini index as the variables representing the degree of the challenges associated with changes in the social environment affecting the health of the population. Based on the results of the analysis, it can be determined that health-care systems in nine countries with large and stable economies were identified as efficient when the evaluation of their functioning was based on discretionary inputs (controlled by health systems), whereas inefficiency was observed when the assessment was based on non-discretionary inputs that are largely beyond the control of health-care systems.
Some publications that apply to researching the effectiveness of health systems in postcommunist countries are discussed below. The analysis covered the health outcomes of Croatia and Slovak Republic in the context of other countries from Central and Eastern Europe (CEE). Although the overall health spending efficiency of the CEE countries is on par with that of the OECD, substantial inefficiencies occur in the process of transforming intermediate health inputs into health outcomes. High levels of cost-effectiveness reflect relatively low prices for labour; hence despite the low level of spending, the resources of health care are relatively high. Given the favourable ratio of public to private spending and available resources, it can be said that the health outcomes of the populations could be improved. The authors propose a stimulated development of private insurance by restricting the basic benefit package provided by public spending. Also the costs of pharmaceuticals should be restricted by replacing the original drugs with their generic counterparts and negotiating prices for the reimbursed drugs. Efficiency may also be enhanced by reducing reliance on hospital care. This can be done through the better use of hospital beds and outpatient contacts, as well as by reducing the number of beds [22] [23] [24] 
The proposed model and the utilized data
The data envelopment analysis (DEA) non-parametric method of measuring the relative efficiency has been developed rapidly since 1978, when a novel article "Measuring the efficiency of decision making units" by A. Charnes, W.W. Cooper and E. Rhodes was published [25] . DEA is a data-oriented approach to the evaluation of functioning of a set of peer entities called decision-making units (DMUs), which transform multiple inputs to multiple outputs [26] . The definition of DMU is rather general to provide the flexibility to use it in a wide range of possible applications. DMU is generally regarded as an object responsible for converting inputs to outputs, the action of which is to be evaluated [27] , which allows for the use of this method in many different contexts, both in manufacturing and in almost all public sectors.
The usefulness of the method stems from the possibility of assessing the relative efficiency of decision-making units. It is used in the banking sector, health care, agriculture, transport or education for reasons that can be characterized as identifying sources of inefficiency, creating DMU rankings, evaluation of management systems, assessment of the effectiveness of programmes or policies, creating a quantitative basis for the reallocation of resources, etc. [28] . The DEA method is used in testing the efficiency of health-care systems at practically all levels, ranging from physicians (both primary and specialist care), through providers of medical services (hospitals, emergency assistance, etc.), to global, country-level assessments.
Two basic radial models, CCR (with constant returns to scale) and BCC (with variable returns to scale), evaluate the radial (proportional) efficiency but do not account for the surpluses of inputs and shortages of outputs, thus allowing for detecting only the radial inefficiencies. According to the DEA definition of efficiency, the operation of DMU is fully (100%) efficient if and only if both the efficiency score equals one and the inputs and output slacks are zero. In the case where the efficiency score is equal to one and one or both slacks are different from zero, it can be said that DMU is weakly efficient [27, 29] . This is a drawback, as the efficiency result does not take into account the non-zero slacks. This drawback is not present in the additive model, which directly takes into account the slacks in the calculation of efficiency and can distinguish between efficient and inefficient DMUs-there is, however, no possibility to measure the size of inefficiency with a scalar measure similar to that used in the basic radial models. Drawing upon the additive model, a measure of the efficiency based on slacks was developed (slack-based measure, SBM). This measure takes into account the non-zero slacks of inputs and outputs, if they are present [27] . The DEA models can be focused on the inputs or outputs, depending on which variables the decision-maker can control.
The calculations are based on the input-oriented slack-based model (SBM) under constant returns-to-scale assumption [30] . Since only the inputs are controllable by the decision-makers shaping the health policy, an input-oriented model was adopted. In an input orientation, improvement of efficiency is possible through reduction of inputs. The SBM input efficiency [26] .
subject to
where λ is the intensity vector and s − , s + are input and output slack vectors respectively.
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The aim of the study is to compare the health outcomes in selected countries. The statistical information available in the case of post-communist countries is much more limited than e.g. in the case of OECD or European Union countries. The possibility of using variables in a model is determined by the consistency of measurement for post-communist countries and the availability of the data [15] . Thus, the model used three variables treated as inputs, characterizing the structure of spending and the level of income inequality. The PR_TE variable defines the share of private expenditure in total health expenditure. The OOP_TE variable determines what is the total share of the out of pocket payment in the total health expenditure. It is assumed that the lower is the public's load of private health expenditure, the higher is the availability of medical services and thus the higher is the possibility of obtaining better health outcomes in the population. The third variable, GINI, is the value of the Gini index. The Gini index is a measurement of the income distribution of a country's residents. This number, which ranges between 0 and 1 and is based on residents' net income, helps define the gap between the rich and the poor, with 0 representing perfect equality and 1 representing perfect inequality. In this model it is expressed as a percentage.
The overall health status of population is generally operationalized by indicators of longevity such as life expectancy or healthy life expectancy. So the outputs in this model are reflected by two variables: LE60-life expectancy at age 60 and HLE-healthy life expectancy at birth. The third output variable is ISR-infant survival rate, which is the opposite of infant mortality rate (IMR is unwanted output and was included in the model as the difference 1000-IMR).
Using the above-described model, the 28 post-communist countries 1 and the virtual unit (DMU) as an aggregate of average values for 16 developed countries of Western Europe 2 (DE16), which achieve very good health outcomes, were analysed. The virtual unit (DE16) consists of countries where the health system is organized according to Beveridge and Bismarck models. Data from the years 2000 and 2013 from the WHO database and The World Bank databases were used. In the case of missing data, the principle of using the nearest value was applied.
The calculations were carried out by means of the DEA-Solver-LV (3) software by Saitech.
The basic descriptive statistics of variables for years 2000 and 2013 are presented ( Table 1 ).
The last row shows the difference between the mean values of the variables . The average share of private spending did not change; however, the share of patients' out-ofpocket payment in the total expenditure decreased by 1.0 percentage point, which is a proof of weak development of the pre-paid health insurance. The income inequalities in the countries surveyed decreased slightly, by 0.5 p.p.; however, the span of this variable increased. All results improved: LE60 increased by about 9% and HLE by 6%. The infant mortality decreased significantly: in the year 2000, it was highest in Tajikistan and amounted to 74.7 infants per 1 Albania, Armenia, Azerbaijan, Belarus, Bosnia and Herzegovina, Bulgaria, Croatia, Czech Republic, Estonia, Georgia, Hungary, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Montenegro, Poland, Republic of Macedonia, Republic of Moldova, Romania, Russian Federation, Serbia, Slovakia, Slovenia, Tajikistan, Turkmenistan Ukraine, Uzbekistan. 1000 live births. In 2013, the highest infant mortality rate was reported in Turkmenistan-46.6 infants per 1000 live births. In 2000, it was 17 times higher and in 2013, 20 times higher than the lowest mortality observed in these years in Slovenia.
The results and their interpretation
The results of computation are shown ( Table 2) .
Column "Score" contains the efficiency score and column "R" the position in the ranking. In the year 2000, the full efficiency (score equal to 1.000) was achieved by the Czech Republic, Hungary, Slovenia and the virtual DMU referred to as DE16, which were among the best also in 2013 (besides Hungary). The full efficiency in 2013 was also reached by Croatia and Ukraine. On the other hand, the remaining countries improved their scores, of which 7 to significant degree (above 0.15). The greatest improvement was achieved by Croatia and Ukraine, which reached full efficiency, improving the result by 0.234 and 0.548 respectively. Bosnia and Herzegovina, Estonia, Kazakhstan, Kyrgyzstan and Poland improved their result by 0.15-0.23.
For a more detailed analysis of the causes of these positive and negative changes Hungary, Slovakia, Croatia, Ukraine, Azerbaijan and Georgia were selected. The table includes also additional aggregated data for the most developed economies of Western Europe-DE16, which should be considered to constitute best practice. The source data for the input and output variables for these countries for the years 2000 and 2013 are presented ( In columns score where the result = 1 the countries have a full efficiency. The primary reason for the decrease of efficiency in Hungary and Slovakia is a very significant change in the financing structure. The PR_TE variable increased by 7.1 p.p. in Hungary and as much as 19.4 p.p. in Slovakia, whereas the OOP_TE variable increased by 1.7 p.p. in Hungary and as much as 11.5 p.p. in Slovakia. In the case of Hungary, these negative phenomena coincided with an increase in the income inequalities of the society, illustrated by the change in the GINI index from 27.2 in 2000 to 30.6 in 2013. In the case of Slovakia, the inequalities decreased. It should be noted, however, the all the health outcomes in these two countries improved.
In the case of Croatia, which improved its efficiency score, there was indeed an increase in the share of private expenditure (PR_TE) but the expenses covered directly by households (OOP_TE) decreased. The GINI index deteriorated slightly. On the other hand, in the case of Ukraine both private spending (PR_TE) and the expenditure covered directly by the public (OOP_TE) decreased. Also the income inequalities in the population (GINI) decreased significantly. The favourable results of Ukraine since 2014 deteriorated due to the ongoing military conflict.
Azerbaijan and Georgia reduced the share of private spending by 2.2 and 4.5 p.p., respectively. These expenses are about two times higher than the average for post-communist countries and almost four times higher than the average for developed countries of Western Europe. Advances in Health Management Figure 1 is the illustration of the efficiency scores shown in Table 3 of the changes described above. The efficiency scores are shown in descending order, which allows for the analysis of the direction and magnitude of change.
The conducted analysis allows for indicating several typical situations. The countries that achieved better health outcomes are those in which there is a low level of private spending, such as e.g. the Czech Republic (16.7%). The higher share of private spending is seen in Croatia and Slovenia, but these countries have low share of out-of-pocket expenses-62.4% and 42.7% respectively. These are the only two post-communist countries in which the voluntary private insurances operate effectively. Increasing the share of private spending while increasing direct expenditure affected the health results achieved by Hungary and Slovakia negatively. A very high share of private expenditure and at the same time a high share out of pocket payments contributes to the achievement of worse health outcomes.
The share of private expenditure in the total expenditure (PR_TE) on healthcare and the share of patients' out-of-pocket payments (OOP_TE) are the variables which indirectly characterize the barriers in access to healthcare services. Of course, the obtained results should not be interpreted as meaning that a change in the financing structure has a direct impact on the improvement of health outcomes. However, the indirect effect has been demonstrated, which confirms the results of other authors dealing with research on the availability of medical services for patients. The next step of the analysis is to provide a projection, that is the directions and magnitudes of changes that should be introduced by the inefficient countries in order to achieve the efficiency of leaders. This is illustrated in Table 4 . Projection of changes in the inefficient countries for the year 2013.
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The DATA columns contain the values of the respective variables registered in 2013. The CHANGE columns present the percentage change, the introduction of which would lead to achieving full efficiency in individual countries. The direction of these changes is the same for all variables and countries, and the size varies. The changes are for PR_TE from 0.184 to 0.795, for OOP_TE from 0.165 to 0.785 and for GINI from 0.003 to 0.409.
In order to achieve full efficiency, these countries should change the structure of financing and income inequalities, e.g. Azerbaijan should reduce PR_TE by 79.5%, OOP_TE by 78.5% and GINI by 20.0%, whereas Georgia should reduce PR_TE by 78.9%, OOP_TE by 74.8% and GINI by 37.4%, which to reduce the proportion of people at risk of catastrophic health expenditures in this countries [31] .
Conclusion
The health care systems of the post-communist countries are financed according to the historical burden of the past: the Central Europe is dominated by funding with health insurance contributions, while in Eastern Europe and Central Asia the budgetary financing prevails. Financing health care from health insurance premiums appears to be more stable than budget financing, although it is also vulnerable to economic fluctuations. However, as in the Western European countries, the health insurance system should be supplemented with budget funds. The problem of the former Eastern bloc countries is the low amounts that may be used to finance health care services, medications, rehabilitation or additional services. The costs of medical equipment and medicines are similar in all the countries, and in many of them, only basic treatments and therapies with generic drugs instead of original (modern) ones are financed. Thus, in many countries, there are difficulties in access to modern medical technologies.
Limiting the extensive infrastructure of the health care sector and the financing of the health needs of the population, as opposed to facilities, is the key to improving the performance of health systems. An unsolved problem related to the efficiency and financing is low salaries of medical staff in the surveyed countries.
The study of health systems efficiency in 28 post-communist countries indicates significant differences between the compared countries (DMUs). As a target and, at the same time, the basis for comparison, the aggregated health system of the 16 developed countries of Western Europe, which achieves very good health outcomes (DE16), was indicated. Comparable health outcomes are also achieved by three most developed countries of Central and Eastern Europe: Slovenia, Czech Republic and Croatia. In Croatia, the infant mortality rate is currently slightly higher than in the case of the other leaders.
It is postulated that in all the countries a system of co-payments for the use of health care, understood as the cost of access to the health care system, should be introduced. The aim of such action would be to rationalize demand. It could also reduce the scale of informal fees and slightly raise the total funding of the system. It is also postulated that the countries of
